Report of the Pathology Committee.-" We have examined further sections .of this growth, and having regard to the fact that epithelial pearls, involuntary muscle-fibres, and angeiomatous tissue are seen, in addition to tubules lined by columnar epithelium, we are of opinion that the growth represents a teratoina, and not a carcinoma of the uterus." (May 4, 1916.) A Fourth Case of Primary Carcinoma of the Fallopian Tube. E. P., a nullipara, aged 54, was admitted to University College Hospital on June 6, 1913, complaining for the last two or three years of irregular hemorrhages, which were very severe two months ago; of a watery discharge, sometimes tinged with blood during the last two months; and of great frequency of micturition, which necessitated her getting up five or six times in the night. Menstruation began at the age of 16, was never quite regular, occurring every three or four weeks, and was not altered till the age of 50, after which it became more irregular and profuse; it was never attended with pain.
The patient was fairly well nourished, of a rather pale and sallow complexion, with somewhat prominent eyes, but no fullness of the thyroid. The heart and lungs were healthy, the breasts well developed and normal. The abdomen was distended by a tumour which reached up on the right side nearly to the level of the umbilicus and on the left side to the level of the anterior superior iliac spine. The rounded lobulations of the two sides suggested two tumours, of which the left was more prominent and was hard and tender; there was great tenderness also over the right half, but this was cystic and was thought to be probably a degenerated fibroid. The perineum was intact; -the hymen was unruptured, but widely dilated; the cervix was high up above the pubes and behind was a large and extremely tender tumour, mostly hard, but on the left side soft and elongated. The whole mass was fixed by adhesions. The case was thought to be one of uterine fibroids with cystic degeneration of one of the tumours, and probably salpingitis.
On June 14, 1913 , the patient was operated on by a median subumbilical incision. The myomatous uterus was exposed, surrounded on the right by a large tumour, which had the appearance of a pyosalpinx, and an ovarian cyst of the size of an emu's egg; to this the appendix was adherent and was tberefore divided by the electric cautery between clamps. After separating numerous adhesions to the surrounding parts the whole mass was delivered through the abdominal wound, the ovarian cyst rupturing during the process of delivery and discharging blood-stained fluid. The right ureter was extensively exposed, being displaced by adhesions of its overlying peritoneum, which was cut and afterwards stitched to cover the ureter. After dividing the round and broad ligaments, the right infundibulo-pelvic ligament, and the left Fallopian tube and ovarian ligament near the uterus, the uterus and its attached right ovarian and tubal tumours were removed by Doyen's method. The left tube was slightly thickened but not distended, and the tube and ovary were covered with such dense adhesions that it was thought wiser not to prolong the operation by their removal. A pelvic diaphragm was formed by lacing the ligaments and peritoneum together with a silk purse-string suture after tying all bleeding points with fine silk. A rubber tube was inserted and removed on June 27. The abdominal wall was closed by through-and-through silkworm-gut stitches, buried silk stitches for the peritoneum and fascia, and horsehair for the skin. The duration of the operation was eighty-seven minutes. The wound healed by first intention except the site of the tube. The patient left the hospital with the wound soundly healed on July 11, 1913. The parts removed (myomatous uterus, ovarian cyst and " pyosalpinx ") were described in the notes by the registrar and were kept in formalin solution and used to demonstrate the pyosalpinx, of which, unopened, it appeared to be a fine example. Nine months later, on April 23, 1914, the patient was readmitted complaining for a month past of pain in the left inguinal region passing through to the hip, and of a lump which she had noticed for three weeks and which was getting larger. A movable hard tumour as big as a duck's egg was found on examination, and was diagnosed as a malignant tumour of the sigmoid. As it appeared probable that this was a recurrence of one of the former tumours, I looked up the record, but finding no note of anything malignant I sent for the tumour, cut open the supposed pyosalpinx, and found it to be full of carcinoma.
Laparotomy was again performed on April 25, 1914 , and the growth was excised, with 3 in. of the pelvic colon to which it was growing, and the lumen of the gut restored by end-to-end anastomosis. Before closing the abdomen the cavity was thoroughly explored for further growths, but none was found. A drainage-tube was inserted. The operation lasted seventy-four minutes. The wound healed except for a minute fistula, which discharged a little pus, occasionally stained with faeces. This fistula persisted, but caused very little inconvenience. The patient left the hospital feeling very well on May 25, 1914.
On October 15, 1914, she was readmitted with a recurrence at the site of the enterectomy. Applications of X-rays were given on several occasions without apparent benefit. The tumour got larger, and the patient died on April 10, 1915.
DESCRIPTION OF SPECIMENS (UNIVERSITY COLLEGE HOSPITAL
MUSEUM, Nos. 421A AND 421B).
(A) The Primary Growth (see fig. 1 ) .-A uterus, carcinomatous Fallopian tube and a tubo-ovarian cyst containing blood with strands of the carcinoma hanging into it, and a portion of the vermiform appendix with its fatty mesentery adherent to the upper part of the cyst. The uterus measures 12'5 cm. by 10 cm. by 7 cm. and is enlarged by an adenomyoma mainly of the left side, with a myoma 1 cm. in diameter in the posterior wall on the right side. The right retortshaped Fallopian tube measures over its periphery 25 cm. in length; near the uterus it is thickened and slightly sinuous; after about 5 cm. it is enlarged to 15 cm. in diameter by distension with blood. Beyond 7.5 cm. from the uterus the ampullary portion is distended by solid yellowish-white growth measuring 12'5 cm. by 6 cm. by 6 cm., slightly haemorrhagic and apparently degenerated towards the centre. At the widest part of the tube the wall is extremely thin (0 5 mm.); elsewhere it is 1 mm. thick. The free surface of the growth towards the uterus is smnooth and lobulated, and in the lining of the free wall of the tube opposite this is a small pedunculated papillomatous growth. The fimbriae, covered with adhesions which unite it to the ovarian cyst, are separated by dilatation of the ostium, allowing ragged portions of growth to hang into the cyst (tubo-ovarian), of which at one part of the interior the edge of a burst loculus can be seen and a few adherent fibrinous tags in places. The greater part of the cyst has been cut away; it was as big as an emu's egg and contained bloody fluid. To the top of the ovarian cyst adheres the outer half of the vermiform appendix with its ilesentery cointaining lobules of fat. Numerous shaggy adhesions are seen on the surface of the specimen from which, however, a considerable part of the Fallopian tube is free.
(B) The Secondary Growth (see fig. 2 ).-Carcinoma of the pelvicr colon secondary to the above. The carcinoma is seen adhering to and invading the muscular wall opposite to its mesentery. The growth measures 6 cm. by 5 cm. by 6 cm. It is free from adhesions, is smooth and lobulated and shows vessels on the surface. It deeply invades the muscular wall, but not the mucous membrane. A few cavities are seen in the centre. About 3 in. of intestine have been removed, the ends of which have shrunk in the spirit.
FiG. 21
Specimen removed at secondary operation, showing tumour invading muscular wall of colon. The ends of gut have retracted during preparation.
MICROscoPIc EXAMINATION.
(a) Of the Isthmus of the Fallopian Tube, about 2 cm.from the Uterus (see fig. 3 ).-The tube is thickened from hypertrophy and cedema of its wall, with some hyaline degeneration in places. The mucous membrane is papillomatous, the epithelium of the papillm is arranged in a single layer. There is some round cell infiltration of the submucous layer, and also in places in the muscular wall. Deep in among the circular fibres of the wall are seen several cysts lined with a single layer of columnar epithelium. There is no clear evidence that these cysts have arisen -from the epithelium of the mucous membrane, though that is probably their source, as is commonly the case in chronic interstitial isthmian salpingitis.
FIG. 3.
Transverse section of isthmus of tube, about 2 cm. from uterus. The muscular wall is hypertrophied, and its inner layer is invaded by a fewitubules from the mucosa; some of these are dilated. fig. 4 Portion of growth consisting of long, narrow, parallel columns of cells, with scanty stroma.
REMARKS.
The evidence that the case is one of primary cancer of the Fallopian tube is, I think, complete. The cells of the growth and stroma are somewhat degenerated and in places vacuolated; this and the small amount of stroma cause a close resemblance to sarcoma; but examination of the edge of the growth shows it to be an undoubted carcinoma of columnar cell origin. In view of the resemblance of this case and of my third case to sarcoma, I think all cases of supposed primary sarcoma1 of the tube should be very carefully scrutinized, as they may prove to becarcinomatous. Perhaps the small amount of stroma may be due to the thinness of the wall of the ampulla, in which part the carcinoma usually occurs. The degeneration may be due to faulty preservation or to the preservative fluid (saline formalin followed by glycerine); the uterus and the papilloma of the tube, however, stain well, and I suggest that. perhaps the degeneration may be due to the pressure to which a growth of this size may be subjected by the contractions of the tube.
The case affords some evidence of the mode of origin of primary cancer of the Fallopian tube. The isthmus of the tube is the seat of chronic salpingitis with invasion of the wall by a few glands; the mucosa is papillomatous; further out there is an isolated papilloma and, opposite to this, carcinomatous invasion of the wall by the epithelium of the villi, which proliferates and passes into the main carcinomatous growth.
The sequence of events would seem to be: salpingitis, development. of papilloma, followed by invasion of the wall by the surface epithelium, which proliferates and forms the very cellular carcinomatous growth. 
